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TELEPHONE (386) 677-7260
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PATIENT:

Holman, Richard

DATE:

June 15, 2026

DATE OF BIRTH:
12/27/1966

Dear Amanda:

Thank you, for sending Richard Holman, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 59-year-old obese male who has a past history of hypertension as well as diabetes. He has a history of snoring and obstructive sleep apnea for which he was prescribed a CPAP setup at 10 cm H2O pressure with a full face mask. The patient has been on it for over 14 years and needs a new CPAP machine. Denies weight loss, fever, or fatigue. Denies reflux, nausea, or vomiting. He has no headaches or blackouts.

PAST HISTORY: The patient’s past history is significant for hypertension, diabetes mellitus, history of gout, and hypothyroidism. He has had carpal tunnel release bilaterally and has had a right ulnar nerve release. He also had uvulopharyngoplasty for sleep apnea. He has history of gout and peptic ulcer.

HABITS: The patient did smoke one pack per day for 15-20 years and then quit. No significant alcohol. He worked as a truck driver.

FAMILY HISTORY: Mother died of dementia. Father died of lung cancer.

ALLERGIES: PENICILLIN.
MEDICATIONS: Metformin 1000 mg b.i.d., allopurinol 300 mg daily, nadolol 40 mg daily, levothyroxine 112 mcg daily, simvastatin 20 mg daily, metoprolol 25 mg daily, and Voltaren ________ mg daily.

SYSTEM REVIEW: The patient has no weight loss, fatigue, or fever. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains.  He has hay fever, wheezing, and shortness of breath. He has abdominal pains, nausea, heartburn, rectal bleeding, and diarrhea. He has no chest pains or jaw pain or calf muscle pains. No leg swelling. He has no anxiety or depression. He has joint pains and muscle stiffness. He has no seizures, but has headaches. No numbness of the extremities or blackouts. He does have skin rash.
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PHYSICAL EXAMINATION: General: This is a very obese, middle-aged, white male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 140/70. Pulse 85. Respirations 18. Temperature 97.6. Weight 292 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears no inflammation. Chest: Reveals equal movements with generally diminished breath sounds. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Varicosities. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. Hypertension.

3. Hypothyroidism.

4. Diabetes mellitus.

PLAN: The patient will be advised to get a CBC and a complete metabolic profile. He was also advised to go for a polysomnographic study. Followup visit to be arranged here in approximately three months or early if necessary. CT chest and complete PFT to be done. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/17/2026
T:
06/17/2026

cc:
Amanda Phillips, APRN

